The demand for help with sexual problems appears to be increasing, but there are very few clinics in Britain that deal specifically with such problems. We report here our experience of such a clinic in the Oxford area and hope to provide some guidance about the work load and other problems that have arisen in such a service.
The clinic
The clinic is organised by a consultant psychiatrist with a special interest in sexual problems and working within a university department of psychiatry. The clinic takes up one session a week at which the staff-the consultant, a lecturer and a senior registrar in psychiatry, and two part-time women psychiatrists-see three to four new patients and also provide continuing treatment for other patients. These five people each contribute one to one and a half sessions a week to the clinic, in some cases seeing patients at times outside the regular clinic session. Each new patient or couple is given one and a half hours for initial assessment. All To assess local service needs we therefore took a defined area around Oxford within about a 12-mile radius and consisting of both urban and rural areas (this area was used originally for a different research project and is described precisely elsewhere'). The area has a population aged over 15 of about 219 000 (1971 census). Referrals from within this area were 135 in 1974 and 139 in 1975, which suggests that the number of referrals from the local area is stabilising. Over the past year the waiting period for the first assessment has been about three months.
The patient population The distribution of types of problems reported here is probably representative of the range of sexual problems presented to clinicians. The older age of the men presenting, particularly those with erectile impotence, is similar to that reported by Milne in a comparable clinic. There is no evidence that this is associated with a longer duration of the problem in the couples with a male presenter, and this raises the possibility that different aetiological factors, related in some way to aging, are operating among men. Categorisation on the basis of the type of sexual dysfunction, though traditional, is probably of limited value as it may exclude patient characteristics, such as the degree of performance anxiety or the amount of resentment in the relationship, which are more relevant to assessing the response to treatment. The high proportion of people rejecting or not being considered suitable for counselling indicates the complex nature of and the high degree of ambivalence associated with many of these interpersonal problems. Any treatment which requires a high degree of commitment from both partners should be expected to meet with a high rejection rate in such a clinic population.
Substantial benefits for two-thirds of those receiving treatment is an encouraging outcome, given that much of the treatment was given by therapists using the treatment method for the first or second time. With greater therapeutic experience this outcome should be improved further. The treatment approach has also proved to be both readily accepted by most therapists and easily taught and supervised. While the behavioural component is relatively straightforward, however, the psychotherapeutic element does require therapist skill and will be more important in those cases in which complex interpersonal or attitudinal factors are operating.
The negative association between the number of sessions and outcome suggests that those who do well with this method do so with relatively few sessions. Those who drop out of treatment usually do so after three or four sessions. This stage of treatment is generally a good time to appraise the likely outcome, and in those cases in which the prognosis is uncertain a limited contract of three or four sessions can be made in the first instance.
Introduction
Medical opinion increasingly favours an active approach to convalescence from myocardial infarction, and current textbooks and reviews' emphasise the value of initiating such treatment from the earliest stages. The problems in communicating information to patients2 and the cautious and pessimistic lay views of heart disease lead to the expectation that it will be difficult to convey positive views about convalescence and exercise. It is important, therefore, to take into account the beliefs and attitudes of patients and their families. While their descriptions cannot be taken as valid accounts of what actually happened, presumably the patients' understanding and interpretation of information and advice, rather than what was actually said, determine their attitudes, satisfaction, and behaviour.
Methods
During the pilot and early stages of a larger study 40 patients (aged 34-69) were interviewed using a semi-structured schedule during the first week after myocardial infarction and again at home a month after discharge from hospital. Spouses were 3imilarly interviewed at home at the time of the hospital admission and separately at follow-up. Interviews were tape-recorded. Medical notes were scrutinised.
Results

PATIENTS
Patients (see table) found it difficult to recall the early stages of illness. At the initial interview most were satisfied and indeed very grateful for the quality of their care, in both the coronary care unit and the general wards, but seemed to have very little understanding of diagnosis, the nature of hospital treatment, or longer-term implications. Most accepted this, saying, "The doctor will tell me if there is
